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Organized dentistry has two primary goals. One is to seek to improve the 
dental health of the public; the other is to preserve the autonomy and 
economic well being of the profession. 
The dental care delivery system with emphasizes financial 
arrangements, being responsible to pay for services rendered, plays an 
important roll to fulfill those two goals in dental organization. Today's 
financing arrangements are available through a variety of dental insurances 
which own different plans and offer a variety of policies. 
SPSS-X was used to evaluate two different dental plans, the closed panel 
and the open panel among 5000 eligibles in the Massachusetts Public 
Employees Fund. The closed panel was more popular than open plan because: 
1. Closed panel needs less paper work and easier for employee to process 
than open panel. 
2. Closed panel policy is· easy to understand by the employee. 
3. There are more financial support available for employee in the closed 
plane than in the open plan. 
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The responsibility of the dentist toward his/her patients is summarized 
in the American Dental Association's prindples of Ethics and Code of 
professional cond uct: "The dentist's primary obligation of service to the 
public shall include the delivery of quality care, competently and timely, with 
in the bounds of the clinical circumstances presented by the patient. Quality of 
care shall be a primary consideration of the dental practitioner." 
Concern about maintenance of quality has increased in recent years, with 
the growth of third party payment programs. Today the largest portion of 
dental insurance is underwritten by commercial insurance companies. Non-
profit service plans have captured the next largest segment of the dental 
prepayment market, examples are Delta Dental Plan and Blue cross/Blue 
shield plans. Health Maintenance Organization (HMOs) also offer dental care 
to their subscribers, primarily preventive dental benefits. The last competitive 
area is the discount dental clinics. Some are owned and operated by a non 
dental oriented corporation whose strategy is to attract dental patient with 
very low fees and to attract a large population base. 
With a traditionally insured program, the employer pays an established 
premium to the carrier. If claims exceed the premium level (overutilization), 
the carrier assumes the risk and the loss; conversely, if the claim costs are less 
than the premium level (underutilization), the carrier realizes a profit. Any 
ti.me a plan is overutilized the result is an increase in the premium level. 
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Dental insurance , plan may be operated in number of different ways: 
1. Self insurance. 
2. Direct reimbursement.. 
3. Open panel . 
4. Closed panel. 
5. Contract dental organization. 
6. Individual Practice Association (IP A). 
Virtually all dental benefit plans are designed to limit overutilization by (but 
not limited to): 
1. Deductibles. 
2. Coinsurance. 
3. Yearly or time life maximums. 
4. Exclusion. 
5. Time limitation. 
6. Pr~xsisting condition clause. 
7. Alternative benefits. · 
.. 
The insurance plans have different policies to reimburse for dental services: 
1. Usual customary and reasonable fees (UCR). 
2. Table of allowance. 
3. Fee-schedule. 
4. Schedule of benefit. 
5. Copayment. 
6. Plan maximums ~ 
7. Predetermination of benefits. 
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Objectives 
The objective of this study is to compare the dental services and dental 
benefits that offered by the closed plan versus _the open plan among 5000 
adults and children who are covered by the Massachusetts Public Employee 
Health and Welfare Fund. 
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LITERATURE REVIEW 
California Dental Association believes that any well designed dental 
benefit program should include the following~: 
1. Adequate funding to provide the benefits offered. 
2. Efficient administration to assure prompt and necessary treatment for 
covered patients and timely compensation for providers, at the lowest 
practical administrative cost. 
3. Freedom of choice of the patient to select any dentist that services the 
program and freedom of any dentist who wishes to service the program 
to have that opportunity. 
4. Periodic right of the beneficiaries of the program to opt out of any plan 
that limits to treatment by a closed panel operation. This can be done in 
a dual choice format, when patients have the choice of a limited number 
of dentist in one plan, and open choice in another. 
According to the American Dental Association (ADA) dental benefits 
differ from medical plans in that the dental diseases are preventable, and 
early intervention is most efficient and least costly. So the first priority should 
be given to diagnostic, preventive and emergency services. There should be 
no deductibles or copayments for those services under any kind of plan. 
The ADA has consistently supported the concept of usual, customary and 
reasonable (UCR) as the preferred method for reimbursement to dentist in 
a prepayment plan, as well as, table of allowance. The ADA also prefers 
copayment over deductible plans and the association is opposed to capitation 
and fixed fee schedule. 
s 
Fee schedule program is a model of reimbursement, in which 
participating dentists provide services to subscribers at fees that are below the 
fees most frequently charged in the communities. This reason encourages 
patients to choose a dentist solely on the basis of price. The participating 
~~ 
dentist may have agreed to reduce his fees in order to acquire new patients 
and higher volume. 
Capi tation or closed panel is a kind of plan, in which a participating 
dentist agrees to provide a defined set of dental services to plan subscribers for 
a set monthly premium (capitation-rate). Since this fee is paid in advance, the 
incentive for the dentist is to emphasize preventive services and to minimize 
the treatment costs. 
Clayton 0. Pesillo (1987) stated that capitation is basically keeping people 
healthy rather than treating the effect of disease. 
Richard J. Manski (1988) claimed that capitation is less costly to purchase 
than insurance, and provides a good amount of protection against financial 
risk, but provides reimbursement for a limited number of services. 
Lawrence F. Emmott (1987) introduced the following formula to 
calculate the capitation-rate. The formula is as follow: 
Hourly over head X utilization rate + 8 = monthly capitation rate. 
Capitation programs select provider by considering specific criteria, including, 
but not limited to: 
1. Location. 
2. Type of practice. 
3. Operation hours. 
4. Expendability of the facilities. 
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5. Services offered. 
6. Practitioner attitude. 
7. Office cleanliness. 
8. Quality of care. 
Given these criteria, a solo practitioner will probably not receive an 
invitation to participate in a capitation program. One way for solo practitioner 
to participate in capitation program is to form an ~dependent Practice 
Association (IP A). 
Independent Practice Association (IPA) can be explained as a group of 
dentists, who create a corporation to provide dental services for patients. 
The corporation collects premium from the subscriber (employer or union) 
and pays dentists for patient's care on a fee-for-services basis. The differences 
between a Contract Dentist Organization (CDO) and (IP A) is that an (IP A) may 
not limit the number of participating dentists nor can it restrict participating 
dentist to treating (IPA) patient exclusively, while (CDO) may or may not 
include this limitation. · 
.. 
Preferred Provider Organization (PPO) is another name for Contract 
Dentist Organization. A Contract Dentist Organization provides an 
opportunity for dentist to remain in a fee-for-service setting while responding 
to the competition fostered by other alternative delivery systems. 
Participating dentists are agree to charge predetermined fee-for services, 
which may be less than their usual fees. 
1vfarvin Zatz (1987) declared that dental capitation has been estimated to 
save employers 10% to 20% in premium costs when compared with (UCR), 
fee-for-service reimbursement programs. This saving is primarily derived 
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from two major sources. First, administrative costs decrease significantly 
because there is no need to review or process claims. Secondly, a fee-for-
service reimbursement approach has incentive for encouraging intensive 
utilization owing to the discretionary nature _ of dental treatment. However, 
capitation programs are by the nature of their plan design and reimbursement 
methodology, tend to discourage overutilization of dental procedures. 
Richard A. Peters (1988) believed, fee-for-services dental care, unlike fee-
for-services medical care is slowly, but surely, becoming a thing of the past. 
Regarding (UCR), Dialogue in Dentistry (DID) found that not all payers use 
the same (UCR) rates, and that (UCR) could be used to manipulate profits for 
either an insurance company or self-administered plan. 
Basically fee-for-service reimbursement mechanism has advantages and 
disadvantages often depending upon who is affected. A program advantage 
for the purchaser of dental benefits might not necessarily also be a plus for the 
provider of those benefits. In other words, when purchasers were primarily 
concerned with quality care, the providers were a beneficial resource, and as 
purchasers become increasingly concernea about price, they tend to find 
themselves in opposition with the providers. 
Kevin P. Hickey (1988) has a new idea that dental insurance is 
a misnomer. One buys insurance because there is implied risk or possible 
future catastrophic loss. Dentistry has little or no risk, and is actuarial 
predictable. Hickey believed that dental reimbursement would be a better 
term for dental insurance. 
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Direct reimbursement (D.R.) is a product of the 1970's. Small companies 
that have not offered a dental benefit to their employees in the past, but are 
interested in offering such a benefit, are considered good prospect for (D.R.). 
However, large corporations are probably the least likely to be interested in 
direct reimbursement. Under a (D.R.) plan, the employee or ~overed 
dependent receives dental care, pay the bills, and present proof to the 
employer to reimbursed the defined percentage of the payment. The amount 
of the reimbursement is based only on the repayment percentage, and the 
annual maximum. 
Some do not like having to pay any out-of-pocket expenses. Others 
complain that they can not afford to pay up front because they simply live 
from "pay check to pay check" but dental offices have found ways to over 
come this objection. One way is to allow the patient to charge services on 
a credit card, thus enabling the person to present a paid receipt to his or her 
employer immediately. Most likely the employee will be reimbursed with 30 
days by the employer and can put the full amount toward the charged 
amount, thus avoiding any finance charges Irom the credit card company. 
Kevin P. Hickey (1988) mentioned, total flexibility in plan design, 
simplicity of administration and cost saving as an advantage to employer as 
well as freedom of choice and easy understanding of benefits to employee. 
He also counted, decreased paper work, elimination of collection problems, 
and no exclusion in treatment as an advantage of (D.R.) to the dentist. 
However, Some dentists have expressed their own concern that (D.R.) does 
not provide incentives for basic maintenance and preventive care. If a plan 
has a flat percentage copayment and a low annual maximum, the allocation 
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could be used up quickly if there is one child undergoing orthodontic 
treatment or an adult requiring advanced periodontal care. 
Marvin R. Zatz (1987) indicated that the implementation of (D.R.) 
programs ultimately will result in lessened dental benefit levels and negative 
employee relations for most employers. This reduction in dental benefits will 
encourage decreased utilization by covered persons. He also contends that 
(D.R.) will probably have limited employer appeal in special situations; i. e, 
poorly organized work force and poor cash flow. 
Due to a variety of dental needs within a patient population; it is possible 
that not every needed dental treatment for all employee will be covered in 
their employer's dental benefits plan. Patients need to be aware of the 
limitations in their dental benefits plan. There is a great flexibility in 
developing dental benefits plans. Depending upon the available dollars, plan 
purchasers are able to select from a variety of plan models with a range of 
benefits levels. 
A number of employers do not want to be bothered with any 
administrative tasks, and prefer to have a third party administration (TP A), 
administer the plan for them. A third party performs all the necessary record 
keeping that the plan requires, issues payment of claims, and provides 
a report of the claims to the employer. Fees charged by a (TPA) vary; an 
average cost to have a (TP A) run a program may be 5% of the benefit paid. 
One example for (TP A) is Metropolitan life insurance and Empire Blue cross 
and blue shield (EBCBS), which they have contracted with the Massachusetts 
Public Employees Fund. 
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The Massachusetts Public Employees Fund provides benefits to 
employees, and their families, who work half time or more for the 
Commonwealth and are represented by the Alliance which consists of the 
American Federation of state, county and municipal employees (AFSCME), 
and the Service Employees International Union (SEIU). 
The Fund has contracted with Metropolitan life insurance and Empire 
Blue shield to administer the dental claims. Premiums for coverage is 
provided to eligible members, and their families, at no cost. The Fund was 
created, through collective bargaining, by the Alliance and the 
Commonwealth of Massachusetts. The benefits are funded entirely by 
emp loyer contributions with no additional premiums or pay roll deductions. 
Some services; however, may require a member copayment. The Fund has 
two different dental care programs: 
1. Preferred provider (closed) dental plan. 
2. Open dental plan. 
In this study the relation between some of the variables with two kinds 





The study's sampling frame consists of 5000 adults and children covered 
·" 
by the Massachusetts Public Employee Health and Welfare Fund. Employees, 
spouses and their children under the age of 19 administered by the 
Metropolitan Life Insurance and Empire Blue Shield. Dependent children 
who are enrolled as full -time students are eligible for benefits until they reach 
age 23. The developmentally disabled dependent children are eligible for 
benefits regardless of age. If the employee member, or a member of his/her 
family, are physically challenged or disabled, the Fund may help the 
employee to receive his/her dental services. 
Source of information 
The Massachusetts Public Employees Fund provided the information, from 
July 88 thru June 89 in the form of computer tape extracts of eligibles for 
benefits and claims from · the insurance carriers who administered the claims. 
•· 
Measurements and variables 
There are 3 variables in this study: 
1.Age. 
2. Kind of services. 
3. Kind of dental care program, closed panel vs. open. 
Data analysis 
Spss -x ,vas performe d to analyze the data of this study. 
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RESULTS 
The results of this study summarized in eight tables. Table-1, shows the 
number and percentage of the patients within each age group. The highest 
percentage of patients (21.9%) are within age of 40 to 60 followed by the 
percentage of patients (10.9%) between age of 20 to 40. 
Table-2, indicates the number and percentage of the patients by age who 
received 2 kinds of dental care programs. The percentage (16%) of patients 
older than 60 years old who used open plan was higher than the percentages 
(8.7%) of patients, in the same age group, who used closed plan. 
The percentage (25%) of patients in the age group of 20 to 40 years old who 
used closed plan was higher than the percentage (16%) of patients, in the 
same age group, who used open plan. 
Table-3, exhibits the number of patients and percentage of types of 
services received by patients. Diagnosis with the highest percentage of (15.7%) 
and restorative with (13.2%) followed by preventive (11.3%) are the most 
types of services received' by patients. 
Table-4&5, present the number of patients with different types of services 
in two kinds of closed and open panel. Closed plan is more popular than 
open plan. 
Table-6, exhibits the number and percentage of employee member and 
his/her spouse and dependent in Metropolitan life insurance and employee 
member and his/her dependent in Empire Blue shield, in relation with the 
closed and open panel. There is no significant difference between closed and 
open plans in both insurances. 
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Table-7&8, indicate the number and percentage of the patients younger 
than age 18 who received different types of services in relation with the closed 
and open panel. There is no endodontics services in open panel. Open plan is 
more popular than closed plan. 
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Table-1: Number and percentage of the patients within each age group. The 
highest percentage of patients was in group 4 followed by patients in group 3. 
AGEGAOUP NUMBEA PEACENT 
1- Lowest through 10.99 247 2.5 
2- 11 through 20.99 893 8.9 
3- 21 through 40.99 1087 10.9 
4- 41 through 60.99 2188 21.9 
5- 61 through highest 585 5.8 
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Table-2: Number and percentage of patients by age group in closed and open 
plan. Patients in group 5 used more open plan than closed plan. Patients in 
group 3 used more closed plan than open plan. 
DENTAL PLAN AGE GROUP NUMBER PERCENT 
LovVest through 10.99 121 6.0 
11 through 20.99 -300 15 
OPEN 1929 
21 through 40.99 319 16 
41 through 60.99 873 45 
61 through highest 316 16 
LOVY'eSt through 10.99 126 4.0 
11 through 20.99 593 19 
CLOSE 3071 21 through 40.99 768 25 
41 through 60.99 1315 42 
61 through highest 269 8.7 
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Table-3: Number of patients and percentage of different types of delivered 
services. Diagnostic, restorative and preventive respectively were the most 
services which were received by patients. 
TYPE OF SERVICE NUMBER PERCENTAGE 
DIAGNOSTIC 1569 15.7 
-
PREVENTIVE 1127 11.3 
RESTORATIVE 1322 13.2 
ENDODONTICS 156 1.6 
PERIODONTICS 302 3.0 
PROSTHODONTICS REMOV. 101 1.0 
•· 
PROSTHODONTICS FIXED 78 .8 
ORAL SURGERY 191 1.9 
ORTHODONTICS 38 
.4 
ADGUNCTIVE GENERAL 116 1.2 
SERVICE 
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Table-4: Number of patients according to type of services by open plan. 
Diagnostic, restorative and preventive were respectively the highest 
percentage of services. 
PLAN TYPE OF SERVICE NUMBER PERCENTAGE 
OPEN DIAGNOSTIC 559 29 
1929 PREVENTIVE 540 28 
RESTORATIVE 535 27 
ENDODONTICS 29 1.5 
PERIODONTICS 91 4.8 
PROSTHODONTICS RE. 32 1.7 
PROSTHODONTICS FIX. 21 1.0 
ORAL S URGEAY 52 2.7 
ORTHODONTICS 27 1.3 
ADJUNCTIVE GEN. SEA. 43 2.2 
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Table-5: Number of patients according to type of services by closed plan. 
Diagnostic, restorative and preventive were respectively the highest 
percentage of services. 
PLAN TYPE OF SERVICE NUMBER PERCENT~GE 
CLOSE DIAGNOSTICS 101 a 32 
3071 PREVENTIVE 587 19 
AESTORA TIVE 787 26 
ENDODONTICS 127 4.1 
PERIODONTICS 211 6.9 
PROSTHODONTICS RE. 69 2.2 
PAOSTHODONTICS FIX. 57 1.9 
ORAL SURGERY 139 4.5 
ORTHODONTICS 1 1 3.5 
ADGUNTIVE .GEN . SER. 73 2.4 
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Table-6: Number and percentage of the employees member and their 
dependents in closed and open plan in Empire Blue shield and Metropolitan 
life insurance. There is no significant difference between closed and open 
plans in both insurances. 
INSUAER PLAN NUMBER PEACENTAGE 
MEMBEA METROPOLITAN OPEN 359 49 
-
SPOUSE & DEPENDENT 
OPEN 369 so 
METRO POLIT AN 
MEMBER METROPOLITAN CLOSED 577 52 
SPOUSE & DEPENDENT CLOSED 527 47 
METAOPOLITAN 
MEMBER EMPIRE OPEN . 689 57 
DEPENDENT EMPIRE OPEN 512 42 
MEMBER EMPIRE CLOSED 1110 56 
DEPENDENT EMPIRE CLOSED 857 43 
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Table-7: Number and percentage of patients younger than 18 years old who 
received different types of services in open plan. Preventive and diagnostic 
were respectively the highest percentage of services. 
PLAN TYPE OF SERVICE NUMBER PERCEITTAGE 
OPEN DIAGNOSTIC 82 24 
342 
PREVENTIVE 159 46 
-
RESTORATIVE 54 16 
ORAL SURGE RY 16 4.6 
ORTHODONTICS 19 5.5 
ADJUNCTIVE SER. 12 3.5 
21 
Table-8: Number and percentage of patients younger than 18 years old who 
received different types of services in closed plan. Preventive and diagnostic 
were respectively the highest percentage of services. 
PLAN TYPE OF SERVICE NUMBER PERCENiAGE 
CLOSED DIAGNOSTIC 136 31 
430 
PREVENTIVE 190 44 
AESTORA TIVE 65 15 
ENDODONTICS 13 3 
ORAL SURGERY 18 4 
ORTHODONTICS s 1 





Basically in the Massachusetts Public Employees Fund the employees 
and his/her dependents have two option to choose dental care system, one is 
J 
open plan and another is closed plan. The basic differences between the open 
plan and the preferred provider (closed) plan can be summarized as: 
open plan 
1. Insurer may go to any dentist. 
2. Insurer must submit claim forms. 
3. Insurer are reimbursed a fixed amount depending upon the type of 
procedure. 
4. Insurer must pay the dentist. Fund reimbursement always goes to the 
member. 
5. There is a $750 limit per year per family member . 
Closed plan 
1. Insurer may only go to a dentist in the program. 
2. Dentist submits all claim forms for insurer. 
3. Most preventive and diagnostic care is paid-in-full. Certain other 
procedures are paid-in-part. 
4. Insurer make the co-payment to dentist. Fund payments go directly to the 
dent ist. 
5. No annual dollar limit. 
The high percentage of population (21.9%) who had Massachusetts 
Public Employees Fund were between age 40 to 60, table-1. Diagnostic (15.7%), 
restorative (13.2%) and preventive (11.3%) were respectively ,t,!ite highest 
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percentage of delivered services, table-3. In open plan, diagnostic and 
preventiv e services were considered as paid in full services. Accordi ng to this 
study, there was no significant difference between closed and open plan in 
diagnostic preventive and restorative services, table-4 .• In the dosed plan 
-~ 
diagnostics and preventive services were considered as paid in full services. 
In the closed plan, employee and his/her eligible dependent s pay a reasonable 
fair as a co-payment to dentist for restorative services. _In the open plan, the 
Fund reimburses a small amount of money to the member for diagnostic, 
preventive and restorative services. This rule was appli ed to endodontics, 
fixed and removable prosthodontic, oral surgery and adjunctive general 
services in terms of less co-payment in the closed plan by patients versus 
a small amount of insurance reimbursement in open plan. The comparison 
between table 4&5 exhibits that closed plan was more popular than open plan 
in regard to the services that were mentioned above. In closed plan, 
periodontics services showed higher percentage (6.9%) than in open plan 
(4.8%) because the Fund · will pay no more than $240 per person per plan-A-
year for periodontal treatment. Benefits for all osseous surgery procedures are 
subject to the pretreatment approval of the insurance company while there is 
not such a limitations for periodontal treatment in closed plan. In closed 
plan, patients must comp lete their full course of treatment with the same 
dentist to receive the copayment. However, in this study it was found that 
there was a higher percentage (3.5%) for orthodontic services in closed plan 
than the percentage (1.3%) of orthodontic services in open plan. It may be due 
to a selective and sufficient orthodontic services in the closed plan, table-4. 
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Table-6, exhibits the popularity of the closed and open plan among the 
members, their spouses and their dependents for the two different plan 
J 
claims administrations. There was no significant difference between the 
closed and the open plan. 
Employees must choose their dental plan carefully. Plan changes are 
allowed only once a year during the open enrollment period each June. All 
family members must participate in the same plan. The only exception to this 
rule occurs when two or more members of the same family are individually 
eligible for the Fund benefits. In these cases each covered member may sign 
up for a different plan. 
The closed plan has more benefits for the employees. However, 
employees can not always find all their dental need just in this plan. While 
8.7% of the patients who are older than 60 years old used the closed plan, 16% 
of patients, of the same age group, used the open plan (Table-2). This 
difference could be explained as: 
1. Not all the dental offices have the facilities to serve senior citizen, and 
patient with wheel chair or any kind of physically challenges and 
disabilities which could be applied to this certain age category. 
2. Although geriatrics-dentistry has not been recognized as an specialty, but it 
has been adche ss,ed as an independent field in dentistry. Dealing with 
elderly patients is a grea t cha llenge which requires a special effort and 
understanding. Most of people in thi s age group prefer to go to a dentist 
who knows them, and is welling to give th em that special attention 
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besides the dental work. 
3. The elderly are less mobile, and the extra distance to a closed plan site may 
be a barrier. 
Table-7 exhibits the pediatrics dental . care in Massachusetts Public 
Employees Fund. This table shows different types of delivered dental services 
to patients younger than 18 years old. The following conclusions were 
reached to based on the information that were given in table-7: 
1. There is no endodontics services in open plan. Pediatric patients who are 
involved with endodontics problems, usually have pain and discomfort. 
Pedodontist and general dentist usually takes care of the emergency part 
of this problem. Pedodontics and general dentist may refer the patient 
to endodontist for further treatment. As mentioned earlier, endodontics is 
one of the services which has better coverage in closed plan, so it is more 
convenient for a patient to choose an endodontist in the program. 
2. There was a higher percentage of orthodontics services (5.5%) in the open 
plan than the correspondent percentage (1 %) in the closed plan. As 
explained before in closed plan patient .. is responsible to have the same 
dentist from the start to finish of the orthodontic treatment. Orthodontics 
treatment are long term procedures in nature, so the patient faces an 
' 
unpredictable time related situation. The open plan is more convenient 
for the patient in regard to changing orthodontists during the course of 
treatment. 
3. There was a higher percentage (3.5%) of adjunctive general services in the 
open plan than the correspondent percentage (0.7%) in the dosed plan. _ 
Emergencies could be a big portion of adjunctive general services. In case 
26 
of emergencies, patient usually looks for the fastest and closest help that 
he/ she could get. In this situation finding a dentist just for the sake of 
the plan can not be an issue. 
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SUMMERY & CONCLUSION 
Health care services trarutionally have been provided on a fee-for-service 
basis, whereby the patient receives specific se~vices and pays the provider for 
.1 
these services directly. This two party system is a private contract in which the 
only parties involved are the provider and the recipient of services. 
Methods of financing health care in the United States have progressed 
far beyond the traditional private payment system since the mid 1930s, and 
especially so since 1965. The fundamental change has been the emergence of 
third parties, so that the financing of health services is no longer a matter of 
a purely private contract between provider and recipient. In 1977, 70% of the 
total outlay for health care was administered through a third party and 42% of 
all health care services were paid for by government agencies. 
Dentistry's entry into the third party system has been relatively recent, 
but third party dental care is now a major and still expanding part of dental 
practice. Dentists need - an understanding of variety of mechanisms for 
financing dental care because these mechanfsms will be an integral day-to-day 
part of their practices. As the cost of health care continue to rise, methods will 
be sought to ease costs either by legislation or by the development of a variety 
of funding approaches. 
In this pa per di.fferent op tio ns for a dental plan were discussed. The 
closed and. open plan provided by Massachusetts Public Employees Fund were 
compared. 
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In conclusion, the closed plan was determined, in this study, as a better 
choice than the open plan in regard to the following points: 
1. Closed panel needs less paper work and easier for employee to process 
than open panel. 
2. Closed panel policy is easy to understand by the employee. 
3. There are more financial support available for employee in the closed 
plane than in the open plan. 
29 
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